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I. POLICY

A. Prehospital care reports shall be filled out completely, accurately, and legibly.

B. A prehospital care report shall be completed for every dispatch for medical assistance.

II. PROCEDURE

A. Initiation of Prehospital Care Report

1. A prehospital care report (PCR) will be initiated for each dispatch for medical assistance.  If a
patient is located by an arriving unit, a PCR will be completed with all applicable patient and
response information.  Only one PCR (for each patient) needs to be completed at the incident
scene, however, the response information for each on-scene unit should be included on the report.
 If a call is cancelled, a PCR shall be completed with applicable response and cancellation
information, whether the call was cancelled enroute or on the scene.

2. If the patient refuses assessment, initiate a PCR and fill out whatever is possible, including which
part of the assessment was refused.   Refer to EMS Policies #546 and #814.

3. Mental status is mandatory in all cases.

4. Vital signs shall be documented on the PCR for every patient.

5. In a multi-casualty incident (MCI), every person who has signs and/or symptoms or complaint of
illness or injury shall have a patient assessment and a Triage Tag.  A PCR will be completed on
every patient.   For RAS/AMA patients, refer to EMS Policies #546 and #814.
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6. Any patient who walks into a station of an ambulance or fire department manned by EMS
personnel and is assessed and/or provided treatment, shall receive a complete patient assessment
and shall be reported on a PCR.  (The only exception to this is patients who fit into specific EMS
Agency approved programs, i.e., blood pressure testing programs.  In those cases, the EMT must
follow the appropriate EMS policies related to this program.)

7. The PCR shall be utilized to document the circumstances related to a deceased patient (no
resuscitation attempt).  Documentation shall minimally include the following:

a. All times of arriving units.

b. Circumstances under which the victim was found and by whom.

c. Historical or physical findings which prompted no resuscitation efforts.

d. The patient's past medical history (if available), including any recent complaints which
may be related to the death.

e. The agency to whom the victim was turned over.

The original section of the form (top, white copy) shall remain with the patient for the Coroner or
patient's family if no Coroner is responding.

B. Responsibility for Form Completion

1. Responses where the patient is transported.

a. The PCR will be initiated by the first arriving unit.

b. The first responder retains the blue copy of the PCR after, if applicable, signing over
care to the transport unit.  If both BLS and ALS first responders are at the scene, the
blue copy is retained by the ALS first responder.  The transport unit retains all other
copies.  Upon arrival at the hospital, the PCR is completed.

c. The individual who turns over patient care to the hospital staff is responsible for
completing the PCR.

2. Responses where the patient is not transported.

a. If a patient is located, the findings of the assessment should be documented.  Release-
At-Scene (RAS)/Against-Medical-Advice (AMA) situations shall be managed according
to EMS Policy #546 and documented consistent with EMS Policy #814.

b. If a transport unit is on scene, the first responder unit will retain the blue copy and the
transport unit will forward the remaining PCR copies to their agency liaison.

If a transport unit is not on scene, the first responder will forward all copies of the PCR
to their agency liaison.
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3. Responses where call is cancelled.

a. A PCR shall be completed for every cancelled call by the responding unit.  This includes
units involved in a rendezvous, whose prehospital personnel must initiate a PCR to
document their call as “cancelled” when their involvement in patient care is terminated.
 All copies of the PCR shall be forwarded to the agency's liaison.

C. Form Distribution

1. The top white copy is the original medical record and shall remain at the hospital as part of the
patient's record.  If the patient is not transported, the top white copy shall be given to the patient
or patient guardian.  If the patient is deceased, this copy shall be given to the Coroner or left with
the patient’s family if there is no Coroner response.

2. The second copy (white) is the ambulance agency's copy for maintaining a record of the call.

3. The reverse of the pink copy includes the patient outcome report form.  Leave this copy at the
destination emergency department.

DO NOT place the pink copy with the patient's chart; instead, locate the emergency department's
file for patient outcome reports. 

4. The blue copy is for the first responder agency (ALS or BLS).

5. The final hard copy will be submitted to the Fresno/Kings/Madera EMS Agency.  The provider
agency which has completed the form shall batch the EMS Agency copies by date and time and
shall submit them each week. 

D. Form Retention

1. The top white copy is a medical record and should be retained with the patient's hospital records.

2. Provider agency copies shall be maintained for a minimum of four (4) years.

E. Instructions for Completion of the PCR (front portion) - The following instructions constitute the
minimum information which shall be included on the PCR (see attached samples).  The form should be
completed in black ink with a hard point pen.  If changes are made to written documentation, strike out
the text by drawing a single line through the text, and record the time, date and initial the strikeout.  If
possible, avoid adding additional information to the PCR once the top white copy has been removed for
the patient's chart.
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1. Response Information (Fig. 1)

      (fig 1)

a. Date - The date shall be included on all reports.

b. EMS Dispatch Number - Enter the EMS dispatch number on this line assigned by the
County designated EMS communications center.

(1) If the ambulance is cancelled prior to its arrival, the first responder unit may
obtain the EMS dispatch number by having their dispatch center contact the
County designated EMS communications center.

(2) If a first responder transport capable vehicle transports a patient, the unit
should contact the County designated EMS communications center as it leaves
the scene so that times can be recorded and an EMS dispatch number can be
issued.

c. Agency Incident Number - This space is provided to document the transport agency's
incident number.  This is not a substitute for the EMS dispatch number.

d. Unit Information

(1) BLS (Public Safety First Aid) Unit Response
ALS Ambulance Response
Helicopter Response

Unit identification including the level of service, i.e., Fresno County units:
E-11, E-33, B-501, A-112, or H-40; Kings County units: E-1, or A-623;
Madera County units: E-12 or M-40.

If law enforcement is involved in patient care, note the agency involved under
BLS unit - e.g., ”E-2/F.P.D”.
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(2) All response times related to the first responder, ambulance, and/or helicopter
units shall be documented.  No lines should be left blank, i.e., if some times are
not applicable due to a non-transport or cancelled call, a line shall be drawn
through the unused boxes.  At the bottom of the first responder column, check
the yes or no box to indicate if the first responder went to the hospital.

Patient Contact Time - Enter the time of which the first EMS person arrived at
the patient's side.  This time will be obtained from the EMS person's watch
which should be synchronized with the Pac Bell (767-8900) clock at the start of
their shift.

(3) Dispatch/Transport Priorities - Document the transport unit's priorities related
to its response and patient transport.

(a) Dispatch priorities are as follows:

Priority 1: An immediate response with lights and siren (Code
3) for a presumed life-threatening condition.

Priority 2: An immediate response with lights and siren (Code
3) for a presumed non-life-threatening condition.

Priority 3: An immediate response without lights and siren
(Code 2) for a presumed non-life-threatening, but
emergent  condition.

Priority 4: A non-emergency response without lights and siren
(Code 2) for a urgent interfacility ambulance
transport.

(b) Transport priorities are as follows:

Priority 1: Cardiac and/or Respiratory Arrest Patient (Code 3;
lights/siren)

Priority 2: STAT Patient (Code 3; lights/siren)
Priority 3: Non-STAT Patient (Code 2; no lights/siren)

(4) Rendezvous with ALS Ambulance or Helicopter

(a) If a rendezvous takes place check the appropriate box.

2. Call Status (Fig. 2)

       (fig 2)

(a) Check the applicable box on call status.
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3. Patient Information/Patient Profile (Fig. 3)

(fig 3)

a. All available patient information shall be documented including name, address and date
of  birth.  The address shall be the patient's home address, including the city.  If not
attainable, indicate by writing ”unknown”.

b. The patient’s age shall be entered (approximate, if necessary).  Check the appropriate
box indicating the age is months or years.

c. The appropriate information shall be entered in the boxes labeled “Gender”, “WT”.

d. The location of the incident shall be documented by address or by cross streets.  If the
location is the same as the patient’s address, check the ”same as above” box.  The
location shall be documented for cancelled calls.

e. The total number of patients involved in the incident shall be documented.  This
includes patients transported by other units or released at the scene.

f. Enter the estimated travel time from the patient's location to the hospital in the box
marked "ETA".

4. Base Hospital/Destination (Fig. 4)

(fig 4)

a. Check the applicable box identifying the Base Hospital contacted.  If no Base Hospital
was contacted, check the box "none".

b. The name of the Base Hospital Physician or MICN at the Base Hospital (via voice
communication) shall be entered.  Document the time base contact was made.

c. The name of the hospital which received the patient shall be listed on the line stating
"Destination".  If the patient was Released-At-Scene or signed Against-Medical-Advice,
check the appropriate box.
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d. Destination Decision - Check the appropriate box which corresponds with the primary
factor used for the determination of destination.

5. Mental Status (Fig.5)

(fig 5)

a. Check the appropriate descriptions of patient's status under “verbal response”, “motor
response” and “eye opening” on all patients.  Utilize the first column of numbers for the
patient's initial mental status assessment.

b. If the patient's mental status changes during the course of the call, utilize the second
column of numbers for documenting verbal, motor and eye responses.

c. Document if there was any loss of consciousness (LOC) and the duration of the LOC.  If
it is unknown if there was any LOC, check the box “unk”.

d. Calculate the Glasgow Coma Score (GCS) for the initial mental status assessment and,
if applicable, second and third mental status assessment.  Note the time for each.

e. Describe any other factors related to the patient's mental status under ”explain”.

6. Chief Complaint (Fig. 6)

         (fig 6)
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a. The patient’s chief complaint shall be entered.  This may be a brief or relatively detailed
entry depending upon the patient’s problem.  The chief complaint should be at least a
one sentence description of the patient’s major problem.  Information on mechanism of
injury may be included in this section.  First responder BLS personnel shall enter their
initial chief complaint under BLS and initial their documentation.  The met tag number
(California State Fire Chiefs’ Association Triage Tag) shall be included in the
documentation of each Prehospital Care Report (PCR).

NOTE: A single entry of MVA, fall, illness, etc. are not to be used solely as a patient's
chief complaint.  A chief complaint shall briefly describe the signs and symptoms
related to the patient complaint (i.e., “pulseless, non-breathing”, “gunshot wound to the
chest”, ”abdominal pain and vomiting”, etc.).

b. The ”PQRST” or “PAST MED” mnemonics should be utilized for patients with
complaints of chest pain/abdominal pain or respiratory distress respectively.  These
mnemonics are listed on the reverse of one of the copies of the PCR.

c. This section shall also be utilized to document any unusual occurrences which caused a
delay in response time, making patient contact, initiating care, or initiating transport.

EXAMPLES:  Fog; scene not secure (include length of time unit held back); patient
located on 6th floor; extrication time of        minutes; patient located in field     
feet/yards from roadway; etc....

d. For cancelled calls, this section shall be utilized to identify the call as “Cancelled” and
to document the reason for the cancellation (i.e., “Cancelled at scene - By law
enforcement” or “Cancelled enroute - Closer unit sent”).

7. Mechanism of Injury/Cardiac Arrest (Fig. 7)

        (fig 7)

a. MOI (Mechanism of Injury) - Check the appropriate box selecting the mechanism of
injury which resulted in the patient’s condition.  If no box corresponds to the injury,
check “other” and write in the mechanism.

b. Cardiac Arrest Information - Check the appropriate box indicating who witnessed or
heard the arrest and who started CPR.  Enter the time CPR was started and document
the down time to CPR in this area.
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8. Vital Signs - Vital signs shall be documented on the PCR for every patient.  (Fig. 8)

   

(fig 8)

a. The time; respiratory rate, depth, regularity, effort, breath sounds, and pulse ox, if used
on patient; pulse rate, strength, and regularity; blood pressure; capillary refill; pupil size
and reaction; skin temperature, moisture and color; EKG rhythm; blood glucose; and the
initials of the prehospital personnel who assessed the vital signs shall be recorded in the
spaces provided.

b. Vital signs shall be repeated at least every thirty minutes (15 minutes or less on a STAT
or serious patient), if not ordered sooner by the Base Hospital.

c. A hard copy of the EKG rhythm strip (6 second strip) shall be attached to the back of the
top copy of the PCR.

9. Past Medical History (Fig. 9)

      (fig 9)

a. Past Medical History - The patient's past medical history shall be recorded in this area. 
Check the appropriate box or write in the patient's past medical history.  If the patient
has no significant past medical history or if the information is not available, check the
appropriate box (“Denied” or “Unknown”).  Additionally, if known, document the
patient's private physician's name in the lower portion of this area.

NOTE: Sections 199.20 and 199.21 of the California Health and Safety Code prohibits
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the disclosure of HIV test results to any third party, except pursuant to a written
authorization, in a manner which identifies the person to whom the test results apply. 
The results of HIV testing shall not be recorded on the PCR.  A diagnosis of AIDS or
ARC may be kept as part of the current medical record, documented on the patient’s
PCR, and may be reported during a call-in to the Base Hospital and/or during the turn-
over of patient responsibility to another health care provider.  Patient confidentiality
shall be practiced when making verbal reports for all patients.

b. Medications - Medications that have been prescribed for the patient by a physician shall
be documented in this area.  If the patient states that they are taking no medication or if
the information is not available, check the appropriate box (“Denied” or “Unknown”). 
Furthermore, to decrease the potential for losing medications, EMS personnel should
document on the PCR that medications were taken to the hospital and properly turned
over to hospital staff.  If, for some reason, the patient refuses to allow medications to be
taken to the hospital, document on the PCR that the patient refused.

c. Allergies - Allergies that the patient has to medications shall be documented in this
area.  If the patient states that they have no allergies to medications or if the information
is not available, check the appropriate box (“Denied” or “Unknown”).

10. Trauma Score (Fig. 10)

       (fig 10)

a. TS (Trauma Score) - For all trauma patients, enter their initial calculated trauma score. 
Refer to EMS Policy #813 for instructions for calculating trauma scores.

Trauma Triage Destination Criteria is listed by county on the reverse of one of the
copies of the PCR.

11. Physical Exam  (Fig. 11)

         (fig 11)
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a. List both pertinent positive and negative physical findings on the appropriate lines.  If
the physical exam is found to be “within normal limits”, check the appropriate box(es)
indicating such.  If no documentation is made in this area, it’s assumed that no physical
exam was performed.

12. Treatment

(fig 12)

a. BLS (Fig. 12)

(1) All “basic life support” care performed shall be documented in this area.  This
includes such care as spine immobilization (check box), splints, bandages, CPR
(check box), etc.  The time that basic life support care is initiated for each of
these items shall also be documented following the specific procedure.

b. Airway/oxygen (Fig. 12)

(1) Basic Airway - If the patient required an oral or nasal airway or if the patient
required suctioning, document by checking the appropriate box(es), including
the time the skill was initially performed.

(2) Document the liters per minute, route of administration [nasal cannula, mask,
oxygen powered breathing device (OPBD), etc.], and time oxygen therapy was
initiated.

(3) Advanced Airway - Document all advanced airway procedures (Combitube, ET,
TTJI) attempted or successfully performed.  Record the number of attempts and
if the procedure was successfully performed, time the procedure was performed
(last attempted or successful performed), and certification number(s) of the
individual(s) who performed the procedure.

The receiving emergency department physician must sign the PCR on the
EDMD line in order for the EMT-P to confirm a successful advanced airway
procedure.

c. IV Therapy  (Fig. 13)

   (fig 13)
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(1) Document the type of IV access initiated, the solution, gauge of needle, location
of IV site, rate of infusion, the total number of attempts, the time the IV access
was established, and the initials of the EMT-P who established the IV access.

Upon arrival at the hospital, document the total ml of IV fluid infused in the
prehospital setting.

d. Other Treatment Procedures  (Fig. 14)

    (fig 14)

(1) Document the time, the treatment/procedure administered and the response to
the treatment/procedure.  The individual who administered the treatment/
procedure shall initial on the same line under “by”.

(2) This section may also be used by hospital or prehospital personnel to document
procedure (IV, ET etc.) complications.

13. On Scene Personnel (Fig. 15)

       (fig 15)

a. The names and certification numbers for the personnel involved in the call, including
those cancelled, shall be documented on the PCR.  Each individual should initial the
form so that an example is available for identifying initials in the treatment sections.  If
there are more than 4 individuals (ALS/BLS) involved in patient care, all ALS
personnel shall be documented.

The A/C/TO/TL/MS column identifies the individual's primary responsibilities related
to the patient.  The following abbreviations are utilized:

“A” ssessment
“C” Call-In
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“T” Treatment
“TO” Precepting EMT-P Interns or evaluating EMT-Ps
“TL” Team Leader (if the team leader designation changes during a call,

due to a turnover of responsibility, the succeeding team leader shall
record the number “2” after the letter “TL”  The team leader who last
signs the PCR is responsible for its completion).

“MS” Medical Supervisor providing medical operations coordination at the
scene of a multi-casualty incident.

NOTE: In the case of a multi-casualty incident, the team leader shall be listed on the
PCR in order to identify the individual who had primary responsibility for the care of the
patient described on the PCR.  The medical supervisor who provided medical
coordination of the incident shall also be listed on the PCR.

14. Transfer Section (Fig. 16)

         (fig 16)

a. This section documents the changes, should they occur, in patient care responsibilities
between EMS personnel and the transfer of the patient to the receiving hospital.  (Fig.
19)

b. There shall always be an entry in this section.

c. The initial responder has patient care responsibility and shall initiate a PCR.  This
individual is designated the “team leader” and shall coordinate the medical response of
other EMS personnel on-scene.  If the initial responder is BLS level, upon arrival of an
ALS level responder, the team leader designation shall be turned over to the highest
certified responder.  Refer to EMS Policy #542.

d. The initial team leader shall sign on the first line.

e. If team leader designation changes during a call, the succeeding team leader shall sign
and record the time of the change in designation on line below the previous team
leader's signature.

f. The last team leader to sign the PCR ultimately has responsibility for filling out the PCR
completely.

g. The receiving hospital shall sign on the last line as received by their hospital and the
time received.  This area shall also be used for turnover of responsibility to coroner/law
enforcement for scenes with deceased victims.
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h. In the event more than one PCR is utilized for a patient, check the box (CONTINUED
ON ADDITIONAL FORM) at the bottom of each PCR.

F. Patient Data Report (Scantron Form)

1. Instructions for Completion of Scantron Form (if applicable)

The reverse of the hard copy of the PCR is the data report/scantron form. This form must be
filled out on all prehospital response calls, including non-transport responses and cancelled calls.
 This form will be completed after the call is completed.  The hard copy of the PCR needs to be
detached after the front of the PCR has been completed and before the scantron is filled out.  A
black felt tip pen or number 2 pencil is to be used to fill out this portion of the PCR.  All
appropriate areas must be completed before submitting the document.  The scantron section
should reflect documentation and times from the front portion of the PCR.

a. Section 1 (Fig. 17)

      (fig 17)

(1) Date - Complete the year, month, and day (use two digits for the month and
day).  Example:  July 1, 2000 is entered as 00 07 01.   In the first column, enter
either “F”, “K” or “M” for Fresno, Kings, or Madera County, respectively.

(2) EMS # - Enter the EMS number from the County designated EMS
Communications Center.

(3) Call Status - Mark the correct call status.  Example:  Non-Stat Medical is
entered as NSM.  All calls, except cancelled calls, should have a call status.

(4) Base Hospital - Mark which Base Hospital was contacted.  If contacted a Base
not listed, mark “other”  If Base contact was not made, mark “none”.

(5) Base Contact Time - Enter the 4-digit entry for military time for the time the
paramedic contacted the Base Hospital.

(6) Incident Location - Mark the location of the patient.

(7) Total Patients On Scene - Mark the total patients involved in the incident.  This
includes patients transported by other units or released at scene.
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(8) Insurance Status - May have multiple entries.  Mark the appropriate insurance
status if known.  Mark “unknown” if unable to determine.

(9) Incident Type - One entry only.  Mark the type of incident, determined after the
arrival of the prehospital personnel.  If there are five or more patients on scene,
mark “MCI”.

(10) Destination - Mark the primary reason for the choice of destination.

(11) First Responder to Hospital - Mark “Yes” if any First Responder personnel
accompany the transport unit to the hospital.

b. Section 2 (Fig. 18)

(fig 18)

(1) Response Outcome - Mark the outcome of the dispatched response.

(2) Mechanism of Injury - One entry.  Mark the best mechanism of injury for the
patient.

(3) Trauma - One entry.  For trauma patients, mark the area of injury.  If more
than one area of injury, mark “multi-systems trauma”.

(4) Safety Devices - May have multiple entries if applicable.  Mark all safety
devices the patient was using at the time of the accident.

(5) Patient Location - For the trauma patient in an MVA, mark the patient’s
location in the vehicle.

(6) Suspected Medical Illness - One entry for primary illness and one entry for
secondary illness.  Mark the primary and secondary illness as best determined
by the prehospital personnel.  The primary illness is the complaint found on the
primary survey and the secondary illness is the complaint found on the
secondary survey.
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c. Section 3 (Fig. 19)

(fig 19)

(1) Initial Glascow Coma Scale - Enter the patient’s initial Glascow Coma Scale.

(2) Gender - Mark the patient’s gender.  Mark “P” if the patient is pregnant.

(3) Initial Vital Signs - Enter the patient’s initial vital signs.  If not taken or unable
to take, mark the appropriate bubble.
Respirations - if none mark “N”
Pupils – “N” = Normal

 “D” = Dilated
 “C”= Constricted
“NR” = Non-reactive

(4) Capillary Refill - Mark the patient’s appropriate capillary refill.

(5) Trauma Score - For all trauma patients, enter the patient’s initial trauma score.

(6) Cardiac Arrest Information - For cardiac arrest patients, mark who
witnessed/heard the arrest, and who performed bystander CPR.  Mark “none”
if not performed.

(7) LOC - Enter if the patient had LOC.  Mark “unknown” if appropriate.

(8) Age - Enter the patient’s age.  If the patient is a child less than 1 year of age,
mark “M” for months or “D” for days.  If the exact age is unknown and the age
is an approximate age, mark “APX”.

(9) Patient Contact Time - Enter the time the first prehospital personnel arrived at
the patient's side.
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d. Section 4 (Fig. 20)

 (fig 20)

(1) BLS Treatment - May have multiple entries.  Mark all BLS treatment given to
the patient.  Enter the appropriate crew member who administered the
treatment.

(2) EKG Initial/Last - Mark the patient’s initial (I) and last (L) EKG rhythm.  If
PVCs are present, mark “PVC” under the “L” column.

e. Section 5 (fig 21)

(fig 21)

(1) ALS Treatment - May have multiple entries.  Mark all ALS treatment given to
the patient.  Mark the appropriate crew member who administered the
treatment.

(2) ALS Procedures - May have multiple entries.  Mark all ALS procedures given
to the patient.  Mark the appropriate crew member who administered the
procedures.  The numbers following IV, ET, etc. indicate the number of
attempts.  Mark the appropriate number for the number of attempts on the
patient.  Also mark “U” if unsuccessful.
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(3) Rate - Mark the rate of each IV/IO.

(4) IV Location - Mark whether the IV was a peripheral IV or an external jugular.

(5) Medications - May have multiple entries.  Mark all the medications given to the
patient.  Mark the appropriate crew member who administered the medications.
 Also mark the route of administration, if applicable.

f. Section 6 (Fig. 22)

(fig 22)

(1) Crew Members - Enter all crew members on scene.  Crew member #1 = the
team leader.  If multiple members on scene BLS/ALS, enter the ALS crew
members.

"FR" - First Responder
"AMB" - Transport Unit
"HELO" - Air Transport Unit
"FA" - First Aid
"B" - EMT-I
"Z" - EMT-D
"A" - EMT-P
"TO" - Training Officer
"I" - Intern
"FN" - Flight Nurse
"MD" - Medical Doctor
“OTH” - Other
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Front View of Prehospital Care Report
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FRESNO/KINGS/MADERA EMS

PATIENT OUTCOME REPORT

CAUSE OF ARREST:  (Check main cause from Coroner’s report or hospital records.)

N   � Central Nervous System C   � Cancer or Other
Terminal Disease

U   � Ingestion/Poisoning T   � Trauma

D   � Drowning M   � Coronary/MI

R   � Respiratory System V   � Cardiovascular
(aneurysm, etc.)

O   � Other                                                                                                              

EMERGENCY DEPARTMENT DISPOSITION:

E   � D.I.E./D.O.A. A � Admitted D � Discharged

T   �   Transferred to:                                                                                                    

IF ADMITTED, HOSPITAL DISPOSITION:

E � Death D � Discharged

T  � Transferred to:                                                                                                   

IF DISCHARGED/TRANSFERRED, POST ARREST STATUS:

C  � CNS-Prearrest M � Mild-Moderate CNS
Impairment (impairment

S � Severe CNS Impairment consciousness, motor
(unable to provide or sensory functions)

for basic human needs)

PLEASE RETURN TO:

EMS Division - Data Collection
Fresno County Department of Health
P. O. Box 11867
Fresno, CA  93775
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Back View of Prehospital Care Report


